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Abstract
The distress thermometer (DT) is a screening tool designed to measure the level of stress
in oncology patients. Clinical oncology nurses (CONs) at the local site lacked knowledge
and training on how to administer and apply the DT. Because of this practice gap,
patients were not receiving referrals to the necessary support services. The purpose of this
project was to design and validate a CON staff education program on the use of the DT.
The diffusion of innovation theory along with the theory of interpersonal relations served
as the conceptual framework for the project. The project was organized into a 5-step
process, consisting of interviewing stakeholders, conducting a literature review,
developing a staff education module on the DT, validating the content of the DT module,
and creating an implementation. Five local experts with at least 5 years of experience in
oncology nursing participated in the validation of the staff education program. All the
participants strongly agreed or agreed that the educational module provided CONs the
necessary knowledge to use the DT to identify and refer patients in distress. Module
changes made after expert responses were the following: separating the slides to ensure
that the slides were not overwhelming for the readers, inserting screenshots of the
questions from the electronic health record into the educational module, adding a
distressed patient scenario, and adding test questions after each DT question.
Implementation of these changes may help CONs to better understand module content.
Stakeholders support the module implementation for all CONs in the oncology clinic,
which may result in less distress among oncology patients. Module implementation has
the potential to promote social change through increased staff knowledge on the use of
the DT for the identification of patient distress and the required support service referrals.
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Section 1: Nature of the Project
Introduction to the Study
The purpose of this scholarly DNP project was to develop a standardized
oncology nurse education program on the proper use of a distress thermometer (DT). This
education program was developed for an oncology clinic in North Florida. The gap in
practice involved the clinical oncology nurses’ (CONs) lack of knowledge and education
on the proper use of the DT. I developed this new DT education training program to train
the CONs to identify patients who are in distress and in situations that require support
services such as those of social workers, psychologists, pain specialists, and financial
counselors. This DNP project has the potential to result in positive social change
involving CONs as well as the identified distressed patient, which is congruent with the
Walden University mission (Walden University, 2012, vision, mission, and goals section
para. 2)) Through the new program’s patient identification and referral process, CONs
may be able to improve their management of distressed patients, especially in the areas of
self-care and health outcomes which may result in improved patient health as well as
operational efficiency.
Problem Statement
The local nursing practice problem involved the CONs’ lack of training on how to
use the DT. The DT is a screening tool for oncology patients (Vitek, Rosenzweig, &
Stolling, 2007)) and, per the clinic policy, should be used during each patient visit.
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During an interview I conducted with the nurse manager, she reported that CONs
working in the outpatient oncology unit were provided minimal training on the DT by the
nurse manager and charge nurse in 2016. Since that time, nurses have not received any
additional training and new nurses have not received formal training. According to the
manager of the oncology outpatient clinic, the clinic has had a high turnover in CONs
from 2016 till present. The clinic manager stated that the clinic had retained only two of
the nurses who participated in the 2016 original training program.
The clinic policy states that if a patient’s distress score is higher than or equal to
7, or if the Patient Health Questionnaire-2 (PHQ-2) score is higher than or equal to 3, a
referral is generated to the social worker for follow-up and intervention. Approximately
100 oncology patients are seen in the clinic daily with only three to four referrals to social
services made weekly. This number of referrals is low for the total number of patients
seen weekly. Lack of knowledge on how to screen for psychosocial distress may be a
factor in the low referral rate. Vitek et al. (2007) indicated that psychosocial distress is
underreported in oncology patients because health care providers do not recognize or
inquire about psychosocial distress. In a research by Vitek et al. (2017) oncologists
reported that 36% of patients who suffered distress were not reported. Furthermore,
oncology nurses have consistently underestimated patients who were in distress (Vitek et
al., 2007). Hospitals providing care to oncology patients are expected to identify patients
experiencing psychosocial distress with the goal of providing the patient with resources
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that can help to improve health outcomes. Yet, realizing this goal has proven challenging
for many health care providers, including those at the local site.
The goal of the project was to provide staff with the knowledge necessary to
screen each patient using the DT and to identify patient referrals to supportive services.
As Lazenby et al. (2014) discussed, the DT educational program for CONs is a means of
providing these nurses with knowledge and training on how to use the DT to identify
patients in distress. The CONs can then make a patient referral to the appropriate support
service after identifying patients in distress. Referrals include social services, financial
counseling, psychology, pain management, and supportive oncology (a program which
manages oncology symptoms and provides support for the emotional and spiritual aspects
of cancer). It is hoped that the DT educational module will provide necessary knowledge
of the DT to CONs that may help in identification and referral of distressed oncology
patients to supportive services.
Purpose
The purpose of this scholarly DNP project was to develop a clinical oncology
nurse educational program on the use of the DT. The educational program should fill the
practice gap by providing formal education to CONs on the use of the DT. Through their
participation in the educational program, CONs will obtain the knowledge necessary to
properly administer the DT and identify every patient who is in distress and who may
require additional services from social workers. In addition, the educational program will
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provide a resource for training on the DT for current and future nurses. The goal of the
educational module is to assist clinic staff in their understanding of the policy on
screening each oncology patient for distress. To use the DT properly, oncology nurses
must be able to recognize and understand the risk factors of distress (National
Comprehensive Cancer Network [NCCN], 2017). Risk factors for distress include having
uncontrolled symptoms, cognitive impairment, limited access to health care,
communication barriers, financial problems, spiritual concerns, or family conflict; being
young; lacking a social network; living alone; and having young children (NCCN, 2017).
The educational program developed for this DNP project should improve the CONs’
identification and referral of oncology patients who are in distress during their cancer
journey (Sivendran , Roda, De la Torre & Newport, 2015). Referrals to supportive
services may help to improve distress management among oncology patients seen at the
outpatient clinic.
Project Question
The question I sought to answer for this project was, will an educational program
for CONs working in an outpatient oncology clinic improve CONs’ knowledge and
ability to identify patients in distress? When patients are correctly identified as being in
distress related to a cancer diagnosis and treatment, then referrals can be made to assist
the patient with distress management.
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Nature of the Doctoral Project
This DNP scholarly project entailed the development of a new DT education
training program intended to educate CONs in identifying patients who are in distress and
may require support services. I obtained input from CONs to develop the educational
program. To successfully plan for this DT CON educational program, I identified and
worked with key stakeholders and obtained the necessary support of practice site
organizational leadership. The involvement of key stakeholders such as the CONs, the
oncology nurse manager, oncology physicians, and social workers was significant for the
success of this DNP scholarly project. As Hodges and Videto (2011) observed, key
stakeholders can share knowledge about the distress of oncology patients, which is
paramount for the proper content development of this DNP scholarly project. Hodges and
Videto also found that, when oncology nurses participate in developing an educational
program, they take ownership of the program. I interacted with CONs and performed
interviews about their knowledge of the DT. During such interviews I was made to
understand that the CONs had limited knowledge on how to use the DT. I educated the
CONs that my goal was to develop a DT training module that could be used to train the
CONs. I gained the CONs’ acceptance and sense of ownership of the DNP project to
improve the success of the project and reduce distress among the oncology patients. In
working with decision makers and stakeholders such as CONs, oncology nurse managers,
oncology physicians, and social workers, it is essential to have open lines of
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communication in decision-making (Hodges & Videto, 2011). Because of the importance
of the project I was given permission by unit leadership to call and visit the unit as many
times as possible to ask questions and gather information regarding the project.
Following my development of the educational program for CONs on the DT, I
asked five local experts with at least five years of experience in oncology nursing to
review the educational program and provide feedback and recommendations. The experts
completed a five-question Likert scale survey with an added an open-ended question
asking for further recommendations. I collected and analyzed the data from these expert
surveys using descriptive statistics to report survey results. The five local experts were
placed in a quiet room to complete the survey. Each expert was given ample time to
review the CON DT educational program and provide feedback and recommendations. I
revised the CON DT educational program based on the results of the survey data analysis
and the experts’ recommendations. I subsequently presented the results of the survey
analysis as well as the revised CON DT educational program to the administration of an
outpatient oncology clinic. After making all the amendments based on surveyors
feedback I presented the new amended DT educational program to unit leadership. Unit
leadership will develop a strategic plan to present the CONs with DT education training. I
anticipate that strategic planning and implementation of the DT educational program for
oncology staff nurses will occur after I have graduated.
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Assumptions, Limitations, and Delimitations
Assumptions
There is evidence showing that when the CON staff are reeducated on the
administration of the distress thermometer, more patients are referred to social services.
In a study by Sivendran, Roda, De la Torre and Newport (2015), for instance, a large
community cancer institute saw an increase in the number of patients who were referred
for supportive services after the CON staff was reeducated on the DT. I assumed that a
newly developed CON DT education program based on evidence-based practices would
increase the knowledge of the CON staff on the DT at a large academic hospital in
Florida. Based on Sivendran et al., (2015) study findings, I further assumed that an
increase in DT knowledge by the CON staff would lead to an increase in the number of
distressed oncology patients referred for supportive services thus improving patient
quality of life.
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Limitations
This DNP project was limited by the knowledge and commitment of the experts
chosen to evaluate the DT education content for understanding and clinical application
for the oncology nursing staff. This study is also limited by the fact that only five
participant experts were asked to review the DT educational module and provide
feedback which was used to amend the DT module. Since the sample size was small, this
make it difficult to generalize study results.
Scope and Delimitations
I invited five experts to review a newly developed CON DT educational program.
The expert panel included one oncology nurse manager, one oncology nurse, one
oncology nurse researcher, one oncology nurse practitioner, and one oncology social
worker. All the experts have at least five years of oncology experience. The nurse
manager has been an oncology nurse for well over seven years and has been running the
oncology outpatient clinic for over 5 years. The nurse manager is committed to evidencebased practice and is determined to make sure that this DT educational module comes to
fruition. The oncology nurse researcher has five years of experience in dealing with
oncology patients and is knowledgeable about the challenges that are frequently faced by
oncology patients. The oncology nurse practitioner has been in practice for five years and
also has much knowledge about the patient population. The oncology social worker has
more than 15 years of experience of dealing and solving the problems of oncology
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patients. The knowledge of all these clinicians coupled with the fact that these
practitioners deal with the patient population on a day to day makes all of them suitable
to provide feedback for the DT educational module.
Significance
Implementation of the educational program developed for this DNP project may
improve the CON staff’s ability to identify distressed oncology patients using the DT and
to provide referrals to supportive services for oncology patients. The DNP scholarly
project may result in better nursing practice and knowledge of patient distress, thus
improving oncology patients’ health care outcomes and quality of life.
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Evidence-Based Significance of the Project
The aim of this DNP scholarly project was to develop a CON DT educational
program, which was based on evidence-based practice guidelines for identifying distress
in oncology patients. Translating evidence-based research into practice has the potential
to improve CON staff knowledge on the DT (Fencl, & Matthews, 2017). With increased
knowledge on the use of the DT, staff nurses may be able to identify more patients who
are in distress. Referrals to social services can be made to assist with the patients’
management of the symptoms of distress. These patient referrals have the potential to
improve health care outcomes for distressed oncology patients (Finn, Green, Malhotra,
2017)).
Implication for Social Change
I expect positive social change to occur due to the anticipated improvement in
CON staff education and awareness of the DT and subsequent betterment of oncology
patients’ quality of life and health outcomes. DT education may increase CONs’
knowledge and lead to an increase in oncology patient referrals for necessary supportive
services to assist with stress management. Johnson (2010) expressed that CONs are
uniquely positioned to identify distress in oncology patients, and once the distressed
patients has been referred to supportive services it can lead to improved health care
outcomes includingimproved treatment adherence, and fewer calls and visits foranxiety
and depression.
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Summary
This DNP scholarly project’s purpose was to develop and evaluate a CON DT
educational program for CON staff in an outpatient oncology clinic. Following the
development of the CON DT educational program, five local experts were invited to
review the program and to provide evaluation and recommendations by completing a
five-question Likert scale survey. The five experts included one oncology nurse manager,
one oncology nurse, one oncology nurse researcher, one oncology nurse manager and one
oncology social worker. Experts evaluated the content of the newly developed CON DT
educational program. I used descriptive statistics to analyze the survey data and to report
expert survey results and recommendations. In Section 2 of this DNP project capstone, I
will discuss the concepts, models, and theories chosen for the DNP project. I will also
provide information and context on the local setting, , consider the project’s relevance to
nursing practice, and discuss my role in the project.
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Section 2: Background and Context
In developing this scholarly DNP project, I searched the literature for evidencebased practice models and conceptual frameworks that could be applied practically to
provide guidance in solving the nursing practice problem identified in Section 1.
Implementing these types of practice models ensures that researchers of all types have
consistent information and interventions in solving clinical problems (Theoretical
Foundations of Nursing, 2011). In researching a theory to use in facilitating the education
of nurses on DT, I decided to use the diffusion of innovation framework (Rogers,1983,
1995). This theroy provides a step-by-step practical approach on how CONs will be
engaged in the learning process of the education material that will be presented in theDT
educational program. In designing this project, I also searched the literature for a theory
that could be applied to assist the CON to help the patient to identify distress in the
oncology journey. I selected the theory of interpersonal relations because the focus of this
theory is on nursing as an interpersonal process which brings the nurse and patient
together in an interactive process with a common goal of solving a problem such as
distress (Peplau, 1992).
Concepts, Model, and Theories
For this DNP scholarly project, I applied the diffusion of innovation framework
by Rogers (1983, 1995) along with the theory of interpersonal relations by Hildegard
Peplau to guide the development of this new CON DT educational program. The theories
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will also enhance the CON-to-patient relationship. The theories also guided me to ensure
that all the important components of the DT teaching module were in place. The theories
used made a significant contribution to improving the development and design of the DT
educational program.
The conceptual model of diffusion of innovation has proven to be a practical
framework that can be used to promote evidence-based research to nursing practice. The
diffusion of innovation model by Rogers (as cited by Jeanette et al., 2012) included a
definition of diffusion as “the way innovation is communicated throughout a system
overtime” (para. 12). In applying concepts in the diffusion of innovation theory, the
CONs will go through the following five steps to embrace the DT:
1. Knowledge: The distress thermometer was discussed with CONs and the
CONs’ manager casually.
2. Persuasion: Oncology nurse forms a positive or negative attitude toward the
DT and how it is applied based on feedback given by this author.
3. Confirmation: The panel of five experts evaluate the newly developed
educational program and give feedback which is used to amend the final
educational program.
4. Decision: The DNP student provides the education program to hospital
leadership to be implemented after the education program has been confirmed
by a panel of experts.
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5. Implementation: The newly developed DT is implemented on the unit to train
CON on how to use DT.
This DNP project holds significance for the field of nursing practice because it
brings to light the theory of interpersonal relations by Hildegard Peplau (Peplau, 1992).
Peplau (1992) views nursing as an interpersonal process since it involves collaboration
between two or more person with a common objective (Peplau, 1997). The common goal
in oncology Nurisng allows for a therapeutic process between the oncology patient and
oncology nurse. Peplau defined the therapeutic nurse-client relationship as a relationship
that is focused on the needs, feelings, problems, and ideas of the oncology patient
(Peplau, 1992). Peplau described four segments of the therapeutic nurse-patient
relationship:
1. The orientation phase is guided by the oncology nurses and has to do with
engaging the client in treatment and giving explanation and answering questions.
2. The identification phase starts when the oncology nurse works with a client
interdependently with the oncology nurse to express feelings. The oncology nurse
at this stage can gather information about the patient's distress, which will allow
the oncology nurse to make a referral to the needed service. This DNP project
entails designing an educational program to increase nurse’s knowledge on the
DT which is used to screen patients in distress.
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3. The exploitations phase is when the oncology patient makes use of the services
that have been offered to him/her.
4. The last phase is the resolutions phase when the client no longer needs the
services of a professional. This phase is when the therapeutic relationship ends
(Peplau, 1997).
The theories highlighted in this subsection provided evidence-based frameworks for the
design and implementation of this project’s educational program on the DT to oncology
nurses.
Relevance to Nursing Practice
In conducting a literature review on the use of the DT, I reviewed 24 articles
written within the past 10 years. Searches were conducted using CINAHL Plus with Full
Text, ProQuest & Allied Health Source, EBSCO, MEDLINE with Full Text, and Ovid
Nursing Journals Full Text. The following keywords were used to conduct searches:
psychosocial distress tools, psychosocial distress tool implementation, oncology patients
and psychosocial distress tool, and cancer patient and psychosocial distress, DT. The
primary inclusion criteria were that all articles be in English and had DT in the
description. The following search words were used: DT implementation, DT guidelines,
DT education, DT specificity, DT sensitivity, and DT characteristics). Articles that were
reviewed were descriptive, and all studies reviewed were conducted in the United States.
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Sensitivity, Specificity, and Cut-off Score of the DT
The DT has been validated as a measure of distress in children and adults with
cancer. Tavernier (2014) expressed that DT has been tested and adopted in English and
Spanish in a pediatric population. A Danish version of the DT showed validity in a study
that involved women newly diagnosed with breast cancer (Tavernier, 2014). Ryan,
Gallagher, Wright, and Cassidy (2012) as cited by Tavernier (2014) posited that validity
of the DT had also been tested in a population of patients with advanced cancer. The DT
has proven that it can measure distress in cancer patients. Hence, oncology nurses must
be educated on how to use it so that distressed oncology patients are identified in a timely
fashion.
Estes and Karten (2014) mentioned that the DT is a tool suggested by NCCN for
psychosocial distress assessment because the DT has proven to be useful in detecting
distress in oncology patients. The DT is user-friendly, cost-effective and has a vertical
thermometer picture on which the patient can rate his/her level of distress on a scale that
ranges from 0-10 with zero showing no distress and 10 showing an extreme level of
distress (Estes & Karten, 2014). The DT also has a problem list which highlights different
areas of concern. A score of four or more on the DT is the point of cutoff which indicated
moderate to server distress, a point at which the oncology nurse must make the
appropriate referral (Estes &Karten, 2014). The DT is a user-friendly cost-effective tool
which has been tested for validity and found to be effective at detecting distress.
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Lazenby et al., (2014) conducted a study to evaluate the effectiveness of the DT to
be used in screening oncology patients in advanced stages of distress. Subjects of the
study had at least stage 3 cancers and were an average age of 59.9 years. One hundred
and twenty-three subjects participated in the study. Lazenby et al., (2014) expressed that
the DT results were compared to scores of the Patient Health Questionnaires (PHQ). The
researchers found the most favorable cutoff on the DT to be 4 with a sensitivity of 98%
and specificity of 73% when compared with the Hospital Anxiety and Depression Scale
(HADS), which had a cut of 9 with a sensitivity of 84% and specificity of 72%. It was
concluded that the DT had a higher score for specificity and sensitivity.
Carlson, Walker, Groff, and Bultz (2012) evaluated screening for distress using
the DT as the sixth vital sign in patients with lung cancer. The study established the DT
as an appropriate tool that can be used for screening of distress in the cancer patient.
Study participants were placed randomly in the following groups: a minimal screening
group with DT plus usual care, a full screening with personalized triage, full screening
group with DT, pain and fatigue thermometer, a psychosocial screen for cancer part C
(Carson et al., 2012). Subjects were evaluated three months after. Subjects were asked to
rate distress on the DT and results showed a sensitivity of 77.1 and specificity of 66.1%
on the DT (Carson et al., 2012). The researchers concluded that the DT is meant to be
used as a first line tool for screening that can be used by oncology providers to identify
areas of problems which warrant intervention.
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Characteristics of the DT
Roth et al. (1998) created the DT to evaluate psychosocial distress in cancer
patients (Dilworth, Thomas, Sawkins, & Oyebode, 2011). NCCN (2003) developed the
problem list that accompanies the DT. The list has 34 items which apply to the cancer
patient (Dilworth et al., 2011). The DT was designed to be used in clinical settings as a
therapeutic way of “improving communication and staff awareness of distress rather than
as a simple quantitative measure” (Dilworth et al., 2011, p. 757). The visual analog of the
DT is followed by a problem list which contains spiritual/religious, physical, practical,
family, and emotional domains (Dilworth et al., 2011).
Description of the DT
The DT was developed in 1998 by the National Comprehensive Cancer Network
(NCCN) to detect distress, anxiety, or depression in oncology patients (NCCN, 2017).
The DT is a tool used to measure distress in oncology patients (Wenk, 2017). The DT can
be self-administered allowing the patient to self-identify his or her level of distress on a
scale from zero to 10 (Garlapow, 2017). A score of zero indicates no distress and 10
equals extreme distress (NCCN, 2016). A score of 4 or more alerts the oncology nurse
that the patient’s distress is of clinical significance. If the patient rates his/her distress at a
4 or more, the oncology nurse reviews with the patient the possible sources of distress
from the following five categories which include practical, family, emotional, spiritual, or
religious, and physical” (Wenk, 2017, para, 1). The DT ask the oncology patient to

19

answer “yes” or “no” to domains within each of the five subsections if he or she is having
distress within that subsection (Garlapow, 2017). Garlapow (2017) expressed that the
domains are vital because the type of intervention or support needed for each domain of
distress reported is different. The domains help the patient narrow down the source of
distress (Garlapow, 2017). For example, if an oncology patient endorses family as a
source of distress, the intervention will be different from an oncology patient who
endorses physical as a source of distress. Oncology patients who acknowledge a higher
level of distress require more prompt and urgent intervention as oppose to patients who
report lower levels of distress. The DT can be self-administered allowing the patient to
self-identify his or her level of distress on a scale from zero to 10 (Garlapow, 2017).
After the patient completes the DT, the nurse can then review the DT results with the
patient.
The following is a description of the adopted DT as it is currently being used at
the outpatient oncology clinic. All questions will be highlighted on the educational
program on the DT to help the CONs understand the DT. The first question on the DT
ask the patient to “please select the number that best describes how much distress you
have been having in past week, including today” on the DT. The nurse would be educated
to review the patient’s response to this question with the patient or ask the patient to rate
his or level of distress on the DT. The tool measures distress on a scale of 0 to 10, with 0
being no distress and 10 being extreme distress (NCCN, 2016). The oncology nurse will
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be educated that a score of four or more should alert the oncology nurse that the patient’s
distress is of clinical significance (NCCN, 2016).
If the patient rates their distress at a four or more, the oncology nurse will be
educated to review the possible sources of distress with the patient by asking the second
question on the DT which ask the patient if “any of the following have been problems
for you in the past week including today (spiritual/religious, physical, practical, family,
and emotional).” The oncology nurse will be educated on the importance of asking the
second question because it will help the oncology nurse to zero in on the domain that is
causing distress. The oncology nurse will be educated to document the domain or source
of distress as it will help the social worker to have a better understanding of the source of
the patient’s distress. Having a good understanding of the source of distress is essential
because the intervention or support needed for each domain of distress reported is
different. The second question on the DT helps the patient to narrow down the source of
distress (Garlapow, 2017). For example, if an oncology patient endorses family as a
source of his or her distress, the intervention will be different from an oncology patient
who endorses physical as a source of distress. The oncology nurses will be educated to
understand that the Oncology patient who acknowledges a higher level of distress
requires more prompt and urgent intervention as opposed to patients who report lower
levels of distress. Oncology patients reporting lower levels of distress may receive
relevant education to track the problem over time. Oncology patients who report higher
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levels of distress may receive an urgent call or referral to the professional providing the
service necessary to treat the cause of distress.
The third question on the DT is the PHQ2 screen for depression which asks the
patient to state, “how often you have been bothered by either of the following problems:
little interest or pleasure in doing things, or feeling down, depressed, or hopeless.” The
patient is asked to rate the two items on a scale of 0 to 3, 0 being not at all, 1 being
several days, 2 being more than half the days, and 3 being nearly every day of the week.
The oncology nurse will be educated to review this question with the patient and ask the
patient the third question which is the PHQ2 depression screen question. The oncology
nurse will be educated that a score of 3 or higher on the PHQ2 screen will generate a
referral to the social worker.
Implementation of DT
The standards on psychosocial distress identification and intervention were
written in 2013 by the Commission on Cancer (MCC, 2013). Buxton et al. (2014)
articulated steps for a successful implementation of a distress program. Lazenby et al.
(2014) emphasized the need for all cancer care providing institutions to put systems in
place for not only screening of distressed cancer patients but also providing treatment for
such patients. In an article titled Easier said than done: Keys to Successful
Implementation of the Distress Assessment program, the authors concluded that the key
factors to the success of implementation of distress assessment were the “adaptation of a
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programmatic approach,” and a strong commitment from leadership (Li et al., 2016). The
authors also noted that the successful implementation of distress assessment depended on
the education provided to clinicians, technological innovation, effective and efficient
communication, and a detailed evaluation of frameworks based on change and
improvement of quality (Li et al, 2016). This article provides evidence that an
educational program can help nurses to use the psychosocial distress tool effectively and
efficiently.
There is evidence to demonstrate that when nursing staff was educated on the
administration of the distress thermometer, more patients were referred to social services.
In a study by Sivendran et al. (2015) a large community cancer institute saw a rise in the
number of patients who were referred for supportive services after the clinical staff was
reeducated on the distress thermometer. The number of referrals went from 829 patients
to 1434 patients after the staff was reeducated on the distress thermometer (Sivendran et
al., 2015). The fact that many more patients can be referred to social services after reeducation on the DT is evidence of social change in the lives of the patients who are
being referred.
In a study by Amstel et al. (2016), the researchers wanted to assess the results of
nurse-led DT involvement on improving quality of life for patients with breast cancer
compared with normal/usual care with nurse-led DT intervention. In the intervention
group, the oncology nurse performed a thorough assessment using the DT in addition to

23

performing usual care (Amstel et al., 2016). Interventions were offered to patients based
on the results of the DT. The control group only received usual care. The following steps
were offered to every single patient in the intervention group:
1) An email was sent to the patient informing the patient about the appointment
with a trained oncology nurse which will take place in addition to the usual
care visit.
2) The patient was asked to complete the DT form in the clinic a few minutes
before his/her appointment time.
3) An oncology nurse who was trained on the use of DT discussed the DT with
the patient before he/she met with a physician. The nurse probed and asked
further questions about the problems the patient checked on the problem list.
The nurse asked the patient to prioritize his or her problems if the patient
checked too many problems. The oncology nurse after discussing the DT with
the patient asked the patient if he or she wanted to be referred to a
professional.
4) The time that was reserved for the meeting between the patient and oncology
nurse was 5-30minutes.
5) If the patient reported a score of less than five on the DT the oncology nurse
will ask the patient if he or she could sufficiently take charge of his or her
problems. If the patient had a score higher than 5, the oncology nurse carried
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out an in-depth conversation, and the outcome of the conversation was
discussed in a Psychosocial Multidisciplinary Team (MDT) (Amstel et al.,
2016).
The oncology nurses who participated in the study were trained by a clinical
psychologist, and a manual was created during the training session (Amstel et al., 2016).
This study is still ongoing, and the results are not yet published, but it is anticipated that
the results of the study will have an impact on the implementation of the DT.
Frost, Zevon, Gruber, and Scrivani (2011) conducted a study on the use of the DT
in an outpatient oncology setting. Patients who checked into the oncology outpatient
clinic were given the DT by the receptionist alongside the standard initial paperwork for
the clinic. The patient took less than 2 minutes to complete the DT. After the patient
completed the initial clinic paperwork, the receptionist handed the paperwork to the
registered nurse (RN) who performed a nursing assessment on the patient (Frost et al.,
2011). The RN attached a sticker on the top of the DT and placed it in a bin for the social
worker to review. During the time of this pilot program which was three months, a total
of 763 patients were screened. Of the 763 patients who were screened, 19.6 % had a
score of four or higher out of 10 on the 10-point DT (Frost et al., 2011). The clinic saw
positive results by developing and implementing a screening program on the DT. The
outpatient oncology clinic had an opportunity to screen all patients who had head and
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neck cancer for distress, identify the distress in such patients and worked proactively to
resolve patient’s problems.
Hammonds (2012) designed and implemented a quality improvement project at a
breast cancer clinic in the Midwestern United States. Nurses at the clinic noted that only
eight referrals for supportive services to manage distress had been made from 1,291
patients that had been seen over a six-month period. The eight referrals that were made
due to the patients exhibiting severe distress in the clinic. To increase the number of
patients that were referred for distress intervention and support, the DT was implemented
at the clinic as a screening tool for distress from June 1 through July 6th, 2010 after
nursing staff had obtained education on the DT and how to implement its scores. The DT
was completed by every patient, after which the nurse reviewed it. The nurse made a
referral for intervention and support when he/she noted that the patient had a distress
score of four and above. The clinic noted an increase in referrals that were made for
supportive services, and the referrals were made when the patient was not in severe
distress.
A community-based cancer center implemented a new tool for assessing distress
in oncology patients because the tool that the clinic had been using was ineffective at
identifying distress in oncology patients (Huberty, 2014). The community-based cancer
center selected the DT for the screening of distress in oncology patients. The unit council
selected pivotal times during which the DT would be administered to the patient which
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were during the patient’s chemotherapy teaching session, at the patient’s last
chemotherapy session, and any time the patient’s chemotherapy regimen was changed
(Huberty, 2014). Patients who scored a three or less on the DT were given the business
card of the social worker. Patients with a score of four or higher were contacted by a
social worker within 48 hours. The CON was vital in explaining the tool to the patient
and conveying its purpose of how the responses will be addressed to the patient. After the
implementation described above the clinic saw an increase in the number of patients
referred for distress intervention, such interventions saw a direct increase in the patient’s
quality of life during chemotherapy.
Importance of Using the DT
Annunziata et al. (2013) conducted a study on facilitating the integration of
emotional states in patients’ personal disease experience. The percentage of patients who
refused to be screened and those who elected not to have scores returned to them was
(15.4% and 3.1 % respectively). The percentage of patients who did not want scores
returned to them was low showing evidence that there is positive reception of screening
activities (Annunziata et al., 2013). National Comprehensive Cancer Network (2006) as
cited by Vitek et al. (2007) expressed that a third of patients who are diagnosed with
cancer experience distress and that more than five percent of such patients report
symptoms of distress to their health care providers. This literature provides a synopsis as
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to why distress screening is important. Patients, who are screened for psychosocial
distress, are identified early and resources are implemented to improve health outcomes.
The DT provides a less expensive and economical way to screen for psychosocial distress
of the oncology patient. Loquai et al. (2013) conducted a study with the main goal of
determining acceptance of the DT and problem as a screening tool for psychosocial
distress in an ambulatory setting. 734 patients were recruited for the study. 520 patients
completed the DT and problem list. 47% of the patients who completed the DT and
problem list score above a five on the DT meaning that these patients met the criteria for
being in distress (Loquai et al., 2013). Cancer patients who were employed and were
younger expressed higher levels of distress than people who were retired and older.
Guidelines for Psychosocial Distress Intervention
The Commission on Cancer as cited by the Michigan Cancer Consortium (MCC)
(2013) stipulated standards for psychosocial distress interventions which warrant that
oncology patients (with active treatment) be screened for distress at every doctor’s visit.
The NCCN (2017) mentioned that early identification of a patient in distress leads to
better distress management, improved self-care, and improved healthcare outcomes. The
Commission on Cancer also indicated that healthcare organizations providing care to
oncology patients identify a tool, which will be used to screen distress in cancer patients
(MCC, 2013). The psychosocial distress evaluation will be used to validate “physical,
psychological, social, spiritual and financial support needs” of patients suffering from
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cancer. (MCC, 2013, p. 4). Once a patient is identified to be in distress, the oncology
nurse will refer the patient to the appropriate support service for follow up intervention.
The American College of Surgeons (ACoS) commission on cancer, the Institute
of Medicine (IOM), and the American Society of Clinical Oncology expressed that it
should be a quality standard to detect, assess, and treat psychosocial distress in everyday
oncology care (Pirl et al., (2014). There is data to suggest that when oncology patients are
screened, identified and treated for psychosocial distress, cancer treatment is effective,
and healthcare outcomes are significantly better.
The Commission on Cancer (CoC) and the American College of Surgeon (ACoS)
expected all cancer-treating organizations beginning in 2015 to screen oncology patients
for distress using the new NCCN accreditation requirement (ONS, 2014). The
accreditation requirements include designing a care plan with referrals for distress
intervention. Distress screening and intervention was expected to become a quality
standard for oncology care and a part of the everyday routine care of the cancer patient
(Pirl et al., 2014). The DT as suggested by NCCN to assess and manage distress will help
the oncology nurse to identify distress in the oncology patient and make the right referral
for proper management of distress to improve patient healthcare outcome and quality of
life. It can further be noted that this quality health care intervention meets the need of
some of the IOM aims which are to provide care that is patient-centered, timely, efficient,
and effective.
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Nursing Education on DT
The DT has been used in oncology clinics as part of the patient’s intake
assessment for all patients with an oncology clinic appointment, but identification of
patients with psychosocial distress at some of these oncology clinics is weak and or nonexistent (Vitek et al., 2007). Psychosocial distress has been weak to non-existent because
oncology nurses fail to screen the patient for distress (Vitek et al., 2007). Muehlbauer
(2014) in an attempt to implement the DT as a screening tool for distress, used multiple
avenues of education including a discussion around why distress is seen as the sixth vital
sign. Muehlbauer (2014) organized targeted training on the DT to build skills and
confidence. Inter-professional teams from frontline staff to leadership were created to
ensure that staff continues to engage and use the DT to screen oncology patients for
distress. A barrier to implementing the DT as a screening tool was established by one of
the interdisciplinary teams. The barrier that was established had to do with the inability to
understand the definition of palliative care. “The term palliative care was misunderstood
by providers and patients and was associated commonly with end-of-life care”
(Muehlbauer, 2014, p. 10). Vocabulary had to be changed from palliative care to
symptom management to resolve this problem. Another interdisciplinary team expressed
great success in implementing the DT for distress screening but expressed that some
healthcare providers may be inadequately trained to apply the DT in screening patients
and how to use the scores. This interdisciplinary team expressed that “it can be
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challenging for the nurse to interpret patients’ rating of their distress in a clinically
meaningful way without knowledge of what those scores mean (Muehlbauer, 2014, p.
10). Adequate training of nurses on the use of the DT will ensure nurses’ ability to
address patients’ needs, make correct referral and offer intervention to ensure that
patients outcome needs are met.
Pirl et al. (2014) expressed that a “comprehensive distress screening programs”
for effective identification of distress in cancer patients should be set up by all
organizations providing care to cancer patients (para. 4) Pierl et al. (2014, para 7) further
mentioned that a “comprehensive distress screening program” not only requires the
selection of the right distress screening tool, but also requires qualified staff that is
trained in the processes for distress screening and intervention.
Knobf, Major-Campose, Chagpar, Seigeman, and Mccorkle (2014) designed a
quality project on distress screening using the DT. Implementation of DT screening took
place in two phases. After implementation of the quality initiative on DT screening the
authors learned that education and engagement of all staff was crucial in establishing
individual responsibilities pertaining to the DT. The authors also learned that nurses and
patient care assistants (PCAs) needed to have a clear understanding of the rationale for
screening patients and needed to be educated to improve interaction with the patient
about the DT.
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Guidelines for Proper Administration of DT
For the oncology nurse to use the DT properly, the oncology nurse must
understand the risk factors of distress (NCCN, 2017). Risk factors for distress include:
having uncontrolled symptoms, cognitive impairment, limited access to health care, be
young, communication barriers, financial problems, spiritual concerns, family conflict,
lack of social network, living alone, and having young children (NCCN, 2017). The new
CON educational program proposed for this DNP project will improve the identification
and management of oncology patients who are in distress during their cancer journey.
Patients with cancer are vulnerable when their symptoms need further testing; they are
being assessed for cancer; undergoing genetic testing; waiting for treatment; starting a
new treatment; having a major treatment; experiencing treatment-related complications;
being admitted or discharged from the hospital, receiving follow up, learning of a
treatment failure; being diagnosed with advanced cancer; and nearing end of life (NCCN,
2017). When an oncology patient is going through any of the above conditions severe
patient distress can occur. It is crucial that CONs identify a patient in distress to make
referrals to supportive services to improve distress management among patients.
Local Background and Context
The clinic consists of 19 patient rooms. The CONs who work in the clinic see an
average of 100 to 120 patients daily. On any given day, there is an average of five clinic
staff, who provide services to patients.
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The clinic policy states that if a patient’s distress score is higher than or equal to
seven, or if the Patient Health Questionnaire-2 (PHQ-2) score is higher than or equal
to three, a referral is generated to the social worker for follow up and intervention. The
DT that is used in the outpatient oncology clinic has three questions, and per the
manager, staff may only ask one question or not administer the screening tool to patients.
Therefore, not all patients are appropriately screened at each visit.
Clinic social workers report receiving an average of three to four distressed
patient referrals per week out of an average of approximately 500 patients who are seen
in the clinic weekly. The social worker further expressed that distress is underreported in
the outpatient oncology clinic because of CONs lack of knowledge on how to use the DT
and on distress. Vitek et al. (2007) indicated that psychosocial distress is underreported in
oncology patients because health care providers have a lack of knowledge about distress
and how to use the DT. Vitek et al. (2007) further expressed that clinicians do not
recognize or inquire about psychosocial distress. Oncologists reported that 36 % of
patients who suffered distress were not reported (Vitek et al., 2007). Oncology nurses
have consistently underestimated patients who were in distress (Vitek et al., 2007).
Hospital staff providing care to oncology patients are expected to identify patients who
are experiencing psychosocial distress with the goal of providing the patient with
resources that can help to improve health outcomes.
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The goal of the project was to provide staff with the knowledge necessary to
screen each patient using the DT and to identify needed patient referrals to supportive
services. The DT educational program for CONs will give these nurses the knowledge
and training on how to use the DT to identify many patients in distress (Lazenby et al.,
2014). Once the CON has identified distress in a patient, the CON can make a patient
referral to the appropriate support service. These referrals include social worker, financial
counseling, psychologist, pain management, and supportive oncology. Supportive
oncology is a program which manages oncology symptoms and provides support for
emotional and spiritual aspects of cancer.
Role of the DNP Student
This project is in line with the Doctor of Nursing Practice Essential which
warrants the doctoral-prepared nurse to participate in “inter-professional collaboration for
improving patient and population health outcomes.” (AACN, 2006). To successfully plan
the educational program on the DT, working with key stakeholders and obtaining the
support of organizational leadership was essential. By working with the identified
stakeholders and providing evidenced education and training in the coordination of
services, it was possible to develop a comprehensive staff educational program that meets
the needs of the identified clinic staff. CONs input was obtained in thedesign of the DT
educational program. The program’s success is likely to happen because of the work with
CONs, as participants in the content design of the program. When CONs participate in
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developing the educational program, the CONs will take ownership of the program
(Hodges & Videto, 2011). Including CONs in the content development of the educational
program empower the CONs and improve acceptance of the educational program. In
working with organization’s stakeholders, it is essential to have open lines of
communication in decision-making (Hodges & Videto, 2011). When the educational
program was completed, the panel of experts evaluated and provided input on the
educational program.
I designed an educational program to educate nurses on the DT. I am a home
health nurse and have worked with many oncology patients who needed services such as
pain management, counseling, financial services, and chaplain services. My preceptor in
the practicum class was a nurse navigator at a large medical center in north Florida. Her
job was to work with oncology patients in psychosocial distress and refer them to
supportive services. In an interview with the nurse navigator, it was noted that there was
a lack of training on the DT. Hence the reason the number of patients referred to her for
psychosocial distress intervention was minimal. Due to these gaps in training on the DT
at two large medical centers in Florida, I decided to design the educational program for
oncology nurses on the use of the DT. As a nurse educator, I perceived that a staff
educational program on the use of the DT was needed. In this identified practice
environment CONs’ knowledge of the DT is expected to increase, hence increasing the
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number of patients who will be referred for psychosocial distress intervention, thereby
improving health outcomes for patients.
I hope that this staff educational program will be used to train CONs on the use of
the DT. I anticipate that the number of oncology patients identified to be in distress and
referred to supportive services will increase. There were no foreseeable biases for this
DNP scholarly project.
Role of the Project Team
The staff DT educational program was developed and then presented to a group of
five local experts (an oncology nurse researcher, nurse manager, oncology staff nurse,
social worker, and pain management nurse) via anonymous questionnaires. Five local
experts were asked to complete a questionnaire and provide feedback by completing the
five question Likert scale evaluation.
Summary
A comprehensive literature review provided evidenced-based guidelines for the
development of the program content. The literature review solidified the idea that
educating CON on the DT increases CONs knowledge of the DT and how to apply the
results of the DT. The diffusion of innovation framework by Rogers, along with
the Theory of Interpersonal Relations by Hildegard Peplau were used to integrate and
inform the design of the educational module with the clinical problem of CONs lack of
knowledge on the DT. Roger’s Diffusion of Innovation theory highlights concepts such
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as knowledge, persuasion, confirmation, decision, and implementation, which are all
critical to create an adequate learning environment for nurses. Peplau’s Theory guided
and informed the interaction of nurse and patient which assist the CON to horn down on
the specific distress that the patient is having that warrants a referral to supportive
services. Both the Diffusion of Innovation Theory and the Theory of Interpersonal
Relations informed the development of the CON educational module on the DT.
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Section 3: Collection and Analysis of Evidence
Introduction
To evaluate the problem identified in this DNP scholarly project, I focused on
collaboration among community stakeholders and CONs. Based on the problem
identified in the clinical oncology unit, I collaborated with the CONs, CON nurses’
manager, and oncology social workers to evaluate the needs assessment and develop the
educational program. When mapping out an assessment of needs, it was important to
identify available resources early (Hodges & Videto, 2011). An essential component of
the planning process required a review of sources of evidence and theoretical
understanding of the assessment of needs. In this section, I will provide a description of
the development of the DT education program for CONs.
Practice-Focused Question
The question I sought to answer for this project was, will an educational program
for CONs working in an outpatient oncology clinic improve CONs’ knowledge and
ability to identify patients in distress? When patients are correctly identified as being in
distress related to a cancer diagnosis and treatment, referrals can be made to assist the
patient in distress management.
Project Design
The purpose of this DNP project was to develop and validate an educational
program on the DT. The project began with an evaluation of evidence-based literature to
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establish a foundation of DT programs for outpatient clinics. The literature review
established evidence-based support to address the clinical question. In reviewing the DT
for its current use at the outpatient oncology clinic, I conducted interviews with CONs,
the CON manager, oncology social worker, and psychologist. After reviewing evidencebased literature and current unit use of the DT, I used the diffusion of innovation
conceptual framework (Roger,1983, 1995) and the theory of interpersonal relations
(Peplau, 1992, 1997) to guide the development of the DT educational program.
Following the initial development of the DT, I asked five local experts to review the
developed educational program on the DT and provide feedback on the DT program. The
DT educational program included a PowerPoint presentation (see Appendix B) on the DT
outlining all aspects of the DT, with explanations of how to utilize the DT to assess the
level of the oncology patient’s distress. If the DT score of a patient is higher than or equal
to 7, or if the Patient Health Questionaires-2 score is higher than or equal to 3, staff was
taught that a referral was required to the social worker for follow-up and intervention.
According to Sivendran et al., (2015), one of the main reasons why oncology
patients are not referred for supportive services due to distress is because CONs lack
knowledge on how to administer the DT. The lack of staff nurses’ education and
knowledge on the DT was identified as a practice problem at the local oncology clinic.
The purpose of this DNP scholarly project was
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•

to develop and evaluate a program for educating oncology nurses on the use
of the DT at an oncology outpatient clinic,

•

to provide the CONs with an understanding of the DT to identify patients who
are in distress, and

•

to educate the CONs on assessing and scoring distress to generate referrals to
support services such as social worker, psychology, and pain management,
financial, or spiritual.

For this evidence-based research project, I used a Likert scale type questionnaire
(see Appendix A) to evaluate the program content and usefulness for the CON. I also
included an additional question to elicit any additional program recommendations. A
panel of five local experts were asked to complete a questionnaire and provide feedback
by completing a five-question Likert scale evaluation. The panel of experts for this DNP
scholarly project included an oncology nurse, a researcher, a nurse manager, an oncology
staff nurse, and social worker. These panelists received an e-mail invitation to join the
project study.
Sources of Evidence
To obtain scholarly articles for a detailed DT education module, I conducted a
Boolean search of databases such Cumulative Index to Nursing and Allied Health
Literature (CINAHL), ProQuest, Google Scholar, PubMed/Medline. Search terms in the
inclusion criteria were DT programs, DT education, DT implementation, and DT nursing
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education. Articles were excluded if they were published more than 10 years before to
ensure that the most up-to-date evidence was available to inform the project. I evaluated
and appraised articles to decide which were applicable to the project design and
educational program content. Articles were included if they were less than 10 years old,
in English-language publications, in peer-reviewed journals, and specific to health and
clinical nursing. The literature review I conducted provided evidence-based practice
guidelines and research results applicable to develop meaningful content for an DT
educational program for CONs and health care organizations. Using a DT education
program was favorable amongst CONs and hospital administrative staff as it provided
CONs with an opportunity to increase their knowledge about the DT and increase the
number of oncology patients who were referred for supportive services based on DT
scores.
Data Collection
I collected data for this DNP scholarly project from five local experts’ surveys
evaluating the newly-developed staff DT education module. Each of the experts had at
least five years’ experience in oncology nursing, treatment, education, and research. The
five local experts were placed in a quiet room and asked to review the developed
educational program and complete a five-question Likert-type survey (see Appendix A)
on the content of the new staff DT education program. Each expert was given two hours
to review the educational program and provide feedback on the educational program. I
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used data from the feedback to make changes to the educational program. Data collected
from the questionnaire remained anonymous. Descriptive statistics were used to report
the results of the survey. I amended the newly-developed staff DT educational program
based on the recommendations and feedback obtained from expert questionnaires. Once
changes were made to the educational program, the revised staff DT educational program
was presented to oncology outpatient unit organizational leadership to develop a plan to
present the educational program to the CON staff working in the identified clinic.
Implementation of this educational program will occur after I will have graduated from
the DNP program.
Protections
I presented the Consent Form for Anonymous Questionnaires to the five local
experts. The five local experts had a minimum of five years of experience in oncology
nursing and were invited to participate in the project via e-mail. The panel of experts for
this DNP scholarly project included the oncology nurse researcher, nurse manager,
oncology staff nurse, social worker, and pain management nurse. The five experts were
asked to sign a consent form, and all answers remained confidential. Walden Institutional
Review Board (IRB) approval was obtained prior to implementing the education project.
The organization was asked to sign the site agreement prior to presenting the educational
program to a panel of experts. Data was collected and stored according to IRB
requirements and all questionnaire results remained anonymous.
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Analysis and Synthesis
Descriptive analysis was used to analyze survey results. To establish relevance
and usefulness of the educational program pre-implementation, I asked five local experts
to review the content of the educational program and provide feedback regarding the
usefulness of the educational program. Feedback from the local experts addressed the
following areas: (a) content (see Appendix B), (b) whether content is straight forward and
easy to understand, (c) whether content meets objectives stated by me at the beginning of
the developed educational program, (d) how likely the expert is to recommend the
program to other units and organizations having a similar problem, and (e) whether the
posttest at the end of the education program is a true test of knowledge of the content
presented in the education program. Revisions to the educational program was made
based on feedback obtained from the survey analysis.
Project Plan for Evaluation
The evaluation of this evidenced-based project consisted of assessment and
feedback of the DT education program by five local experts using Likert scale (see
Appendix A) type questionnaire to evaluate the program content and usefulness for the
CON. I asked an additional question to address any additional program
recommendations. Data was presented and analyzed using descriptive statistics with table
representation.

43

Summary
In this section I have outlined the development of the newly developed CON DT
educational program. The newly-developed DT program was guided by evidence-based
practices that have demonstrated best practice in developing and implementing DT
education. I included stakeholders to develop the DT educational program, which was
validated by five local experts who provided feedback that was used to amend the
developed DT educational program. A successful evidence-based educational program on
the DT stands a chance to benefit CONs and oncology patients by increasing CONs’
knowledge on the DT and increasing the number of oncology patients who get referred
for supportive services resulting from distress. The next section will highlight project
evaluation and findings.
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Section 4: Findings and Recommendations
Introduction
In Section 4 of this DNP scholarly project, I detail the results of appraisals
conducted by the panel of experts as well as consider the implication of the results. The
purpose of the staff education project was to develop and validate a clinical oncology
nurse educational program on the use of the DT. For the project, I asked a panel of five
experts to evaluate the usefulness of the DT educational program using a Likert Scale
type survey. Survey results will be presented in this section and the results analyzed for
program improvement.
Findings and Implications
I presented the staff education program to a panel of five content experts,
including an oncology nurse researcher, nurse manager, oncology staff nurse, social
worker, and pain management nurse. The CON experts were all female with at least five
years of experience and ranged in age from 21 to 60 years old. The panel of experts
assembled in the conference room of the oncology outpatient patient clinic and signed the
Consent for Anonymous Questionnaire form prior to participating in the program. Each
expert reviewed the program and evaluated the content and usefulness of the program
using a 5-point Likert-scale questionnaire. The Likert scale evaluated 5 questions, using a
scale measuring 1 (strongly agree) to 5 (strongly disagree). Table 1 shows the survey
results from the panel of experts.
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Table 1
Program Evaluation
Questions

Answers (N = 5)
n (%)
SA

1. Does the content of the
educational program provide
knowledge of the DT that is
necessary for CONs to use in
identifying oncology patients in
distress?
2. Do you perceive the content
presented in the educational
program to be straightforward
and easy to understand for the
CON
3. Do you perceive the posttest
questions as a measure of
understanding of content that is
presented in the education
program?
4. Do you perceive that the
educational program meets
objectives highlighted by the
author at eh beginning of the
educational program?
5. Do you perceive that the DT
educational program could be
recommended to other units and
organizations for DT training for
CON

A

4 (80%)

1 (20%)

2 (40%)

3 (60%)

3 (60%)

2 (40%)

2 (80%)

1(20%)

3 (60%)

2(40%)

Neither A
nor D

D

SD

Note. SA = strongly agree, A = agree, Neither A nor D = neither agree nor disagree, D =
disagree, SD = strongly disagree.
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Summary of Results
I designed this this DNP project to assess whether an educational module on the
DT increases the oncology nurses’ knowledge of the DT and referral to needed specialty
support services. The expert panel review indicated that the module provided a positive
educational benefit to the CONs with module content that was relevant to patient
screening for distress. Experts agreed that the educational module could be used for staff
education in different clinic settings and other organizations.
Despite the limited number of experts reviewing the module content, project
findings are supportive of this DNP project capstone intent to provide a means of
conveying current clinical information on the DT and the importance of patient screening
in the oncology clinic setting. The literature review supported the importance of the use
of a screening tool for oncology patients to define the level of distress and need for
supportive services. The practice gap in this oncology clinic was that nursing staff had
not received education on the DT and lacked knowledge regarding the tool’s usefulness
to identity patient distress. The panel of experts reviewing the module agreed that the tool
and content would meet the learning objectives for the CON staff.
I asked the panel of experts to provide written feedback on the need for modifying
module content to improve the module prior to delivering the education to the CON staff.
Expert recommendations included the following suggestions:
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•

“I think that the DT educational program will be helpful for the unit and other
areas. My only recommendation is to separate a few slides to be less
cluttered.”

•

“Insert pictures/screen shots of DT questions as they appear in electronic
assessment. Add a scenario of a return patient.”

I amended the DT educational program to incorporate the expert
recommendations. I made program modifications to include separating slides for
participant readability; screen shots were placed in the training module to help staff
identify the DT question when they see it in the electronic health record; and questions
were added for each DT question. The education module was modified to include all
recommended changes. Appendix B depicts the final project will be administered to staff.
Project stakeholders have been supportive of project implementation to the CON staff.
Implications for Positive Social Change
The use of the validated education module is expected to enhance CONs’
understanding of the DT which should enable them to identify patients in distress and
make the appropriate referrals. Social change can result through the CONs’ ability to
provide improved screening of patients for distress and referral to supportive services.
CONs at the practice site will now have access to current EBP education on the DT. This
education can also be applied to staff in other areas of the health care organization who
care for oncology patients.
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Recommendations
Use of the DT by CONs is significant for CON scoring of oncology patients. The
educational program provides the CONs with knowledge and understanding related to the
use of the DT. This knowledge can translate into the CON being able to identify
oncology patients in distress. CON identification of patients in distress may allow for
referrals to patient services, therefore, improving patient outcomes related to distress
(Sivendran et al., 2005. Stakeholder recommendations included using the DT educational
module to train all current CONs and all new CONs and to provide a yearly CON in
service. The module will be updated yearly to include the current EBP guidelines.
Strengths and Limitations of the Project
Strengths
The strength of this educational module on the DT is availability of easily
accessible educational material provided to current CONs, availability of training
material for newly hired CONs, and ongoing educational updates. This educational
module was designed to increase the knowledge of the CON of the DT and to empower
CONs with resources to increase their understanding of the use of the DT. A detailed
understanding of the DT by the CON has potential to increase the number of distressed
oncology patients who are referred to supportive services thereby improving health care
outcomes for the distressed oncology patient.
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Limitations
A limitation of this project was that it was reviewed by a small number of
participants, making it difficult to generalize study results since the sample size was very
small. A second limitation was the program evaluation. The evaluation was not a
validated tool but indicated positive responses for program content. Program
modification and second evaluation should include a pre and posttest to measure
participant knowledge after completing the learning module.
Summary
Program evaluation results demonstrated the DT educational programs usefulness
and showed the DT educational program could be effective at increasing CONs
knowledge of the DT. This DT educational module will serve as a guide to help nurse
managers in educating CONs on the use of the DT. The validated DT education module
will lead to CONs understanding of the DT which will enable them to identify patients in
distress and make the appropriate referrals. The DT educational module was created in
collaboration with clinic stakeholders and presented to a panel of experts. I updated the
DT educational module based on feedback obtained from the five local experts. Expert
review provided positive feedback stating that the DT educational module content can
increase the CONs’ knowledge on the use of the DT. Study strengths and limitations
were discussed in Section 4. Section 5 will include a self-analysis and the plan for
project dissemination.
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Section 5: Dissemination Plan
Product dissemination is a significant role of the DNP scholar. Without product
dissemination, much of the new knowledge obtained by the DNP scholar will not be
exposed to a wider audience and the emphasis that is placed on evidenced based practice
shall be sluggish. I presented the final product of the of this DNP scholarly project to
hospital administration to design a plan for implementing training with CON after I will
have graduated.
Project Dissemination
It is important that scholarly evidence-based work be published in academic
journals as a way of disseminating scholarly products (Shehata, 2015). I will disseminate
this scholarly product by presenting hospital leadership with a plan to implement the
educational module to all CON staff. I would also like to publish the DNP educational
project education module in the Clinical Journal of Oncology Nursing.
Another way that I would like to disseminate this scholarly project is to make
podium and poster presentations at national oncology and education conferences. In 2019
I plan to submit an abstract of DNP project to the World Nursing Conference committee.
The AACN (2006) stated that poster presentations and journal articles target a wider
audience such as hospitals, community-based oncology practices, and doctor’s offices.
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Analysis of Self
I am the eldest of nine children. I am also the first person in my family to
immigrate to the United States. Neither of my parents obtained higher than an elementary
school education. Because my parents did not receive much education, they worked very
hard to ensure that all nine of their children obtained the highest level of education in
their chosen career path. My parents also sent us to some of the most prestigious church
boarding schools in my county. In addition, my parents educated all their children to
work hard by keeping us engaged in working on the farm, doing business, and attending
classes while we were on holiday. My parents’ limited education, the desire of my
siblings and I to be better, and the knowledge that I now reside in a country where I can
obtain the highest level of education in any career path have been the driving forces that
have motivated me and kept me energized to face the challenge of obtaining a DNP.
From the perspective of personal growth, studying to obtain a DNP has been very timeconsuming, but it has opened my knowledge base in ways that are remarkable. I had
always believed that obtaining a doctoral degree was challenging but never envisioned
the degree of work, commitment, dedication, and sacrifice associated with the design and
development of the scholarly project. Completing this DNP project has reinforced the
belief that I have in me that I can do anything only if I remain steadfast, committed,
focused, dedicated, and resolute to the course.
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As a scholar, I have grown tremendously in knowledge attained from reading
textbooks and responding to discussion board questions in the learning management
system. Completing the reviews of literature required in all the doctoral degree courses
and the DNP scholarly project has humbled me and opened up my knowledge base
exponentially. Throughout my nursing career, I have worked at many different
institutions that have assured me of attaining a broad base nursing experience. However,
the 5,000 hours of practicum experience have provided me with in-depth knowledge of
how to run a nursing unit and how to look for clinical practice problems and subsequently
design an answer to the question using evidence from the literature.
The development of the DT education module relied very much on my
educational and work experience in oncology for 2 years. My oncology nursing
experience helped me to identify the practice problem, project objectives, the need for the
education module, and program content. Obtaining a master’s degree in nursing
education and the professional skill of teaching in the RN to BSN program prepared me
for success in nursing academia and research implementation of evidence-based projects.
As a home health nurse, I gained interpersonal, interactive, and interdisciplinary skills
and knowledge in case management which opened my eyes to the challenges faced by
oncology patients who are not receiving supportive services.

54

Analysis of Self as a Practitioner
I have practiced professional nursing with passion, commitment, and dedication
for 15 years and have enjoyed every part of the journey. My passion and dedication for
nursing instilled a burning desire in me which led me to accomplish my academic and
career goals from being a certified nursing assistant to being a DNP candidate. My
educational qualifications and the knowledge that I have acquired in the practicum setting
and through Blackboard interactions with my professors and peers across the world, in
addition to the design and development of this scholarly DNP project, have enhanced my
leadership skills and interactions with CON and other health care providers such as social
workers. The path of obtaining this DNP has refocused my perspective on life in general,
increased my self-worth, and earned me the respect of my peers, siblings, and colleagues.
This DNP scholarly project allowed me the opportunity to assess, plan, implement
and evaluate a clinical problem and potentially look for its evidence-based solution. In
my practicum settings, I learned to look for clinical problems by troubleshooting and
analyzing data from a computer system. I learned to review the literature to devise
solutions to clinical problems.
My short-term goal is to obtain a full-time teaching position in an RN to BSN
program. Becoming a college of nursing faculty member will give me the opportunity to
be a lifelong learner and use the skills that I have obtained in this DNP program to impart
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knowledge and shape the future of young nurse practitioners. My long-term goal is to
open the training program to train certified nursing assistants.
Analysis of Self as Project Manager
As project manager, I initially identified a problem in home health with my
oncology patients’ lack of supportive services which made the oncology patient’s disease
trajectory even more challenging. In my first practicum class, my mentor, who was a
nurse navigator for oncology patients, noted the lack of training of CONs on the use of
DT which led to a limited number of patients being referred to her for supportive
services. In an interview with the manager of an oncology outpatient oncology clinic, I
learned that CONs had very limited training on the use of the DT, which led to a limited
number of distressed oncology patients being referred for supportive services from the
social worker. These gaps in practice led me to the development of my DNP scholarly
project. In the development and validation of the DT educational module, I was exposed
to a wide array of databases through the literature review process. I have been working on
my DNP scholarly project for more than a year now; however, the knowledge I have
obtained from reviewing the literature and completing several revisions of my manuscript
based on feedback from my chair and committee member translated to an enhancement in
my critical thinking and writing skills. My most significant accomplishments as project
manager have been developing patience, commitment, resilience, and dedication. It takes
all of these qualities, I have learned, to accomplish a project of this magnitude.
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Summary
I created and validated the DT educational module for CONs to provide evidencebased information to be used by clinical oncology Nurisng managers and nurse educators
to train CONs on the DT to increase their knowledge of the DT and to effectively screen
distressed oncology patients. Current evidence-based literature (Finn & Malhotra, 2017)
informed the development of the DT educational module for CONs. My chair was
instrumental in guiding and directing the development of this evidence-based scholarly
project. I used the diffusion of innovation theory (Roger, 1993, 1995) and theory of
interpersonal relations (Peplau, 1992, 1997) to guide the development of this scholarly
project (Grove, Bruns, & Gray, 2013).
The creation of the DT educational module would not have been possible without
my collaboration with the major stakeholders who are CONs, a CON manager, a clinical
oncology social worker, and a psychologist. A team of five local experts was necessary to
the standardization and validation of the education module. The team of five local experts
anonymously answered a Likert scale questionnaire. I used their feedback to update the
DT educational module to the meet the needs of the CONs (see Appendix C). I presented
the final scholarly product to hospital leadership to design a plan for implementation. I
hope that once CONs are trained on the DT using the DT educational module their
knowledge on the DT will increase and that this increase in knowledge on the DT will
lead to an increase in the number of referrals of distressed oncology patients sent to the
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social worker thereby improving patient health care outcomes for oncology distressed
patients. Because DNP prepared graduates are expected to disseminate scholarly work, I
hope to have this product published in ProQuest.

58

References
American Association of Colleges of Nursing. (2006). The essentials of doctoral
education for advanced nursing practice. Retrieved from
http://www.aacn.nche.edu/publications/position/DNPEssentials.pdf
Amstel, F., Prins, J., Van der Graaf, W., Peters, M., & Ottevanger, P. (2016). The
effectiveness of a nurse-led intervention with the distress thermometer for patients
treated with curative intent for breast cancer: Design for a randomized controlled
trial. BMC Cancer,16,520
Baken, D., & Wooley, C. (2011). Validation of the distress thermometer, impact
thermometer and combinations of these in screening for distress. PsychoOncology, 20 . doi:10.1002/pon.1934/full
Buxton, D., Lazenby, M., Daugherty, A., Kennedy, V., Wagner, L., Fann, J., & Pirl, W.
F. (2014). Practical steps and implementing a comprehensive distress screening
program. Oncology Issues, 29, 48-52. Retrieved from https://www.accccancer.org/oncology_issues/articles/JF14/JF14-Distress-Screening-for-OncologyPatients.pdf
Carlson, L. E., Groff, S. L., Maciejewski, O., & Bultz, B. (2010). Screening for distress,
the sixth vital sign, in lung and breast cancer outpatients: effects on pain, fatigue,

59

and common problems—secondary outcomes of a randomized controlled trial.
Psychosociology, 22, 1099-1611. doi:10.1200/JCO.2009.27.3698
Dilworth, J., Thomas, K., Sawkins, N., & Oyebode, R. (2011). Use of the distress
thermometer for the elderly in the identification of distress and need in nursing
and care home. Aging and Mental Health, 6, 756-764. Retrieved from https://weba-ebscohostcom.ezp.waldenulibrary.org/ehost/pdfviewer/pdfviewer?vid=15&sid=c2fac29118d3-49b9-a06a-501eebc7d6cf%40sessionmgr4008
Estes, J., & Karten, C. (2014). Nursing expertise and the evaluation of psychosocial
distress in patients with cancer and survivors. Clinical Journal of Oncology
Nursing, 18, 598-600.
Retrieved from https://search-proquestcom.ezp.waldenulibrary.org/nahs/docview/1609423948/731D2E1441C14757PQ/
7?accountid=14872
Fencl, K., & Matthew, C. (2017). Translating evidence to practice: How advanced
practice RNs can guide nurses in challenging established practice to arrive at best
practice. AORN Journal, 106, 378-392. DOI:10.1016/j.aorn.2017.09.002
Finn, L., Green, A., Malhotra, S. (2017). Oncology and Palliative medicine: providing
comprehensive care for patients with cancer. The Ochsner Journal, 17, 393-397.
Retrieved from https://search-proquest-

60

com.ezp.waldenulibrary.org/nahs/docview/1977150646/E9BB1F914C9A4F61PQ
/3?accountid=14872

Frost, G., Zevon, M., Gruber, M., & Scrivan, R. (2011). Use of distress thermometers in
an outpatient oncology setting. Health and Social Work, 36, 293-7. Retrieved
from https://search-proquestcom.ezp.waldenulibrary.org/nahs/docview/922421366/967FA8AC04E14429PQ/1
6?accountid=14872
Garlapow, M. (2017). Distress management tool is updated to include self-care.
Oncology Nurse Advisor, 24-25. Retrieved from https://search-proquestcom.ezp.waldenulibrary.org/nahs/docview/1905666712/8F8986C9ADE4B33PQ/
5?accountid=14872
Gessler, S., Low, J., Daniells, E., Williams, R., Brough, V., Tookman, A., & Jones, L.
(2008). Screening for distress in cancer patients: Is the distress thermometer a
valid measure in the UK and does it measure change over time? A prospective
validation study. Psychosociology, 17, 538-547. doi:10.1002/pon.1273
Grove, S. K., Burns, N., & Gray, J. R. (2013) The practice of nursing research:
Appraisal, synthesis, and generation of evidence (7th ed.). St Louis, Mo: Saunders
Elsevier.

61

Hammonds, S. (2012). Implementing a distress screening instrument in a university
breast cancer clinic: A quality improvement project. Clinical Journal of Oncology
Nursing, 16, 491-4, Retrieved from https://search-proquestcom.ezp.waldenulibrary.org/nahs/docview/1114882406/7A1E166603F42D3PQ/1
?accountid=14872
Hodges, B. C., & Videto, D., M. (2011). Assessment and planning in health programs.
Sudbury, MA: Jones& Bartlett Learning.
Huberty, S. (2014). Improving psychosocial assessment in a community-based cancer
center. Clinical Journal of Oncology Nursing, 18, 45-8. Retrieved from
https://search-proquestcom.ezp.waldenulibrary.org/nahs/docview/1609320800/7A1E166603F42D3PQ/1
1?accountid=14872
Jeanette, M., Parker, R., Nadeau, J., Pelayo, L., Cook, J. (2012). Developing nurse
educator competency in the pedagogy of simulation. Journal of Nursing
Education, 51, 686-91. Retrieved from https://search-proquestcom.ezp.waldenulibrary.org/nahs/docview/1222394056/21BD34EDE19C486CP
Q/8?accountid=14872
Johnson, L. (2010). Developing of a distress management strategy in the ambulatory
patient clinic. Oncology nursing forum, 37. Retrieved from https://searchproquest-

62

com.ezp.waldenulibrary.org/nahs/docview/223108228/BE0DB48A293B4A05PQ/
19?accountid=14872

Kendall, J., Hamann, H., & Clayton, S. (2012). Oncology Distress Screening Distress
prevalence, new standards, and implementation. Retrieved from
https://www.accc-cancer.org/docs/Documents/oncologyissues/articles/ND12/nd12-oncology-distress-screening
Knobf, M., Major-Campos, M., Chagpar, A., & Seigerman, A. (2014). Promoting quality
breast cancer care: psychosocial distress screening. Palliative and Supportive
Care, 12, 75-80. Retrieved from https://search-proquestcom.ezp.waldenulibrary.org/nahs/docview/1507759404/AA6FC4F1165046AEPQ
/6?accountid=14872
Lazenby, M., Mccorkle, R., & Fitch, M. (2014). Interdisciplinary programmatic
approaches to comprehensive distress screening for implementing the quality care
standard of whole-patient care. Journal of Palliative and Supportive care, 12, 1-4
LaMarca, N. (2011). The Likert scale: advantages and disadvantages. Retrieved from
https://psyc450.wordpress.com/2011/12/05/the-likert-scale-advantages-anddisadvantages/
Lazenby, M., Dixon, J., Bai, M., & McCorkle, R. (2014). Comparing the Distress
Thermometer (DT) with the patient health questionnaire (PHQ)-2 for screening

63

for possible cases of depression among patients newly diagnosed with advanced
cancer. Palliative and Supportive Care, 12, 63-68.
doi:10.1017/S1478951513000394
Leggs, M. (2016). What is psychosocial care and how can nurses better provide it to adult
oncology patients. Australian Journal of Advanced Nursing, 28, 61-67
Li, M., Crawford, S., Bagha, S., Leung, YW., Zimmermann, C., Fitzgerald, B. StuartMcEwan, T., Rodin, G. (2016). Easier said than done: keys to successful
implementation of the distress assessment and response tool (DART) program.
Journal of Oncology Practice. Retrieved from
https://www.ncbi.nlm.nih.gov/pubmed/27048610
Lekan-Rutledge, D. (2000). Diffusion of innovation. A model for implementation of
prompted voiding in long-term care settings. Journal of Gerontological Nursing,
16, 25-33. Retrieved from https://search-proquestcom.ezp.waldenulibrary.org/nahs/docview/204142684/47614A50205D409DPQ/1
?accountid=14872
Loqua, C., Scheurich, V., Syring, N., Schmidtmann, R., Reitz, S, Werner, A., Grabbe, S.,
& Beutel, M. (2013). Screening for distress in routine oncology care—A survey
in 520 melanoma patients. PloS One, 8. DOI:10.1371/journal.pone.0066800
Michigan Cancer Consortium (2013). Psychosocial distress screening in cancer patients.
Retrieved from

64

https://www.nccn.org/patients/resources/life_with_cancer/pdf/nccn_distress_ther
mometer.pdf
Muehlbauer, P. (2014). Screening for symptoms. Retrieved fromhttps://search-proquestcom.ezp.waldenulibrary.org/nahs/docview/1543016975/79764ADC77AC43FDP
Q/27?accountid=14872
National Comprehensive Cancer Network (2016). NCCN distress thermometer and
problem list for patients. Retrieved from
https://www.nccn.org/patients/resources/life_with_cancer/pdf/nccn_distress_ther
mometer.
National Comprehensive Cancer Network (2017). Distress supportive care book series
(2017) Retrieved from
https://www.nccn.org/patients/guidelines/content/PDF/distress.pdf
Oncology Nursing Society (2014). Implementing Screening for Distress: The Joint
Position Statement from the American Psychosocial Oncology Society,
Association of Oncology Social Work and Oncology Nursing Society. Retrieved
from http://www.ons.org/advocacy-policy/positions/practice/distress-screening
Orr, G. (2003). Diffusion of Innovation, by Everett Rogers (1995). Retrieved from
https://web.stanford.edu/class/symbsys205/Diffusion%20of%20Innovations.htm
Peplau, H. E. (1992). Interpersonal relations: A theoretical framework for application in
nursing practice. Nursingl Science Quarterly, 5 (1), 13-18

65

Peplau, H. E. (1997). Pepau’s theory of interpersonal relations. Nursing Sciene Quaterly,
10 (4), 162-167
Pirl,W., Greer J., Braun, I., Fulcher, C., Harvey, E., Hollan, J., Kenney, V., Lazenby, M.,
Wagner, L., Underhill, M., Walker, D., Zabora, J., Zebrack, B., & Bardwell, W.
(2014). Recommendations for the implementation of distress screening programs
in cancer centers: Report from American Psychosocial Oncology Society (APOS),
Association of Oncology Social Work (AOSW) and Oncology Nursing Society
(ONS) Joint task force. Retrieved from
http://onlinelibrary.wiley.com/doi/10.1002/cncr.28750/full
Roger, E.M. (1993) Diffusion of innovation (3rded) New York: The Free Press
Roger, E.M. (1995) Diffusion innovation (4thed) New York: The Free Press.
Shehata, A., Ellis D., Forster, A. (2015). Scholarly communication trends in the digital
age: informal scholarly publishing and dissemination, a grounded theory
approach. The Electronic Library, 33, 1150-1162
Sivendran, S., Roda, P., De la Torre, K., & Newport, B. (2015). Impact of NCCN distress
thermometer screening at new patient oncology visits in a large Community
cancer institute. Retrieved from
http://ascopubs.org/doi/abs/10.1200/jco.2014.32.31_suppl.226

66

Sook, R, Issenbeng, S., Chung, H., (2013). A survey of nurse’ competence and
educational needs in performing resuscitation. Journal of Continuing Education in
Nursing
Tang, L., Zhang, Y., Pang, Y., Zhang, H., & Song, L. (2011, March 12, 2011). Validation
and reliability of distress thermometer in Chinese cancer patients. Chinese
Journal of Cancer Research, 23(1), 54-58. Retrieved from
http://link.springer.com.silk.library.umass.edu/article/10.1007/s11670-011-0054-y
UF Health physicians medical and Adult infusion center (2015). Policy on Distress
Thermometer. Retrieved from Staff Policy Manual.
Tavernier, S. (2014). Translating research on the Distress Thermometer into practice.
Clinical Journal of Oncology Nursing, 18, 26-13. Retrieved from https://searchproquestcom.ezp.waldenulibrary.org/healthcomplete/docview/1500821037/B9CCFD6E13
784DAFPQ/3?accountid=14872
Theoretical Foundations of Nursing. (2011). Hildegard E. Peplau, Theory of
Interpersonal Relations Retrieved from
http://nursingtheories.weebly.com/hildegard-e-peplau.html
Wenk, R. (2017). Distress Thermometer. Retrieved from http://pallipedia.org/distressthermometer/

67

Vitek, L., Rosenzweig, M., Stollings, S. (2007). Distress in patients with cancer:
Definition, assessment, and suggested interventions. Clinical Journal of Oncology
Nursing, 11, 413-8. Retrieved from
http://search.proquest.com.ezp.waldenulibrary.org/nahs/docview/222745607/fullt
extPDF/C41E819D844F4760PQ/22?accountid=14872
Walden University. (2012). 2012-2013 Walden University catalog. Retrieved from
http://catalog.waldenu.edu/index.php?catoid=65

68

Appendix A: Likert Survey
Dear member of the education program review committee,
Thank you for taking the time to participate in this education program evaluation.
You comment, and feedback are very valuable. Your feedback will enable me to adjust
the education program for clinical oncology nurses. Please take a few minutes of your
time to review the education program for clinical oncology nurses by answering the five
questions below.
Please feel free to provide further feedback at the end of the survey to inform the
author of anything that needs to be added or subtracted from the education program.
Thank you very much for being a part of this DNP scholarly project.

Likert Scale Questions for Education Program for Clinical Oncology Nurses
1) Does the content of the educational program provide knowledge of the distress
thermometer that is necessary for the clinical oncology nurse to use in identifying
oncology patients in distress?
a) Strongly Agree
b) Agree
c) Neither Agree nor Disagree
d) Disagree
e) Strongly Disagree
2) Do you perceive the content presented in the education program to be
straightforward and easy to understand for the clinical oncology nurse (CON)?
a) Strongly Agree
b) Agree
c) Neither Agree nor Disagree
d) Disagree
e) Strongly Disagree
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3) Do you perceive the post test questions as a measure of understanding of content
that is presented in the education program?
a) Strongly Agree
b) Agree
c) Neither Agree nor Disagree
d) Disagree
e) Strongly Disagree
4) Do you perceive that the education program meets objectives highlighted by the
author at the beginning of the education program?
a) Strongly Agree
b) Agree
c) Neither Agree nor Disagree
d) Disagree
e) Strongly Disagree
5) Do you perceive that the DT educational program could be recommended to other
units and organizations for DT education training for CONs?
a) Strongly Agree
b) Agree
c) Neither Agree nor Disagree
d) Disagree
e) Strongly Disagree
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6) Please feel free to write further recommendations or feedback in the lines below.
--------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
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Appendix B: CON DT Educational Program Presentation
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Appendix C: Original CON DT presentation
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